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{F 000} INITIAL COMMENTS {F 000}

 This visit was for a Post Survey Revisit (PSR) to 

the Recertification and State Licensure Survey 

completed on November 5,  2015.  

This visit was in conjunction with the Investigation 

of Complaint IN00189493.  

Survey date: December 29 and 30, 2015

Facility number: 000505

Provider number : 155556

AIM number : 100266350

Census bed type: 26

SNF : 23

SNF/NF: 106

Total : 129

Census payor type:

Medicare: 14

Medicaid: 75

Other: 40

Total: 129

Millers Merry Manor  was found to be in 

compliance with 42 CFR Part 483, Subpart B and 

410 IAC 16.2-3.1 in regards to the PSR to the 

Recertification and State Licensure Survey.

Quality Review was completed by 21662 on 

January 4, 2016.
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